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CASE REPORT
A 71-year-old woman who was a nonsmoker with a
history that included noninsulin-dependent diabetes mel-
litus, hypertension, Bell’s palsy, hepatitis, varicose veins,
and left modified radical mastectomy was seen in follow-
up for breast carcinoma in a general surgeon’s office. She
asked him to evaluate a cyst on her right foot. She had
noticed it approximately 2 months earlier and noted that
it had been increasing in size. She denied any symptoms
related to it, except that she tended to scratch it because it
felt “itchy.” The surgeon palpated a pulsatile mass on the
dorsum of her right foot over the dorsalis pedis (DP)
artery distribution and sent the patient to the vascular sur-
geon’s office to confirm a diagnosis of DP aneurysm. In
the vascular surgeon’s office, a focused history and physi-
cal examination was performed. The patient denied any
history of antecedent trauma to the foot. She had no other
vascular abnormality on the physical examination. She
underwent a duplex scan in the office, which confirmed a
DP aneurysm approximately 6 mm in width. Duplex scans
of the abdominal aorta, iliac, femoral, and popliteal arter-
ies were negative for aneurysm, although the right and left
popliteal arteries were borderline ectatic, measuring 0.77
cm and 0.75 cm, respectively. The rapid plasma reagin was
nonreactive, and the serum was negative for anti-nuclear
and anti-smooth muscle antibodies. Her serum immuno-
electrophoresis level was normal. On February 10, 1999,
she underwent arteriography (including the abdominal
aorta), which revealed only the DP aneurysm (Fig 1). On
February 23, 1999, she underwent excision of the
aneurysm (after ligation of the DP artery proximal and
distal to it) under local anesthesia (Fig 2). The aneurysm
measured approximately 1.5 cm in length by 0.6 cm in
width. Intraoperative Doppler signal scan confirmed signal
distal to the ligated distal portion of the DP artery, as pre-
dicted by arteriography (from the posterior tibial artery).
The patient recovered uneventfully. 
DISCUSSION
Aneurysm of the DP artery is rarely reported,
although some authors believe that it occurs signif-
icantly more often than it is reported.1 Table I
characterizes the 14 cases reported to date by type
of aneurysm (true versus traumatic/pseudoa-
neurysm), imaging modalities used, and treatment.
The minority of cases (5/15 cases, including the
current report) were true aneurysms, because most
were the result of trauma. Of the four cases report-
ed of true aneurysms, histopathologic descriptions
were given for only two cases. Herrmann1 stated
that “Histologic analysis suggested an atheroscle-
rotic aneurysm,” and Wu11 described an organized
intraluminal blood clot and a greatly attenuated
arterial wall. Of the other two true cases, one case
was described as “idiopathic,” and another was
described only as “isolated” (the latter patient’s
serum was Venereal Disease Research Laboratory,
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Fig 1. The arteriogram reveals the DP aneurysm of the
right foot.
immunoelectrophoresis, anti-nuclear and anti-
smooth muscle antibodies negative).7,12 Ligation
with or without excision of the aneurysm was per-
formed in most cases. Some authors5,8-12 cite the
importance of anastomosis of the remaining nor-
mal DP artery in certain subgroups (eg, patients
with diabetes who may eventually experience the
development of vascular disease or children who
may require anastomosis for normal growth). Our
71-year-old patient with diabetes underwent liga-
JOURNAL OF VASCULAR SURGERY
590 McKee and Fisher March 2000
Table I. Reported cases of DP aneurysm
Study Age (y)/sex History Size (cm);type Imaging Operation/anesthesia
Herrmann1* 46/Male ? 2; atherosclerotic Ultrasound scan Resection, anastomosis
of DP/local
Webb-Jones2 15/Male Arthrodesis and cast 1.9 Resection, ligation of 
change feeding vessel(s)/
general
Hughes and Janhk3 ? Unspecified trauma Pseudoaneurysm Ligation of feeding 
vessel(s)
McCain and Galinski4 61/Male Blood drawn from foot 1 × 1.5 Resection, ligation of 
feeding vessel(s)/
ankle block
Khan and Groff5 8/Male Laceration Arteriogram Resection, anastomosis 
of DP
Lloyd6 20/Male Twisted ankle/foot 3 × 4; pseudoaneurysm Arteriogram Evacuation, ligation of 
feeding vessel(s)
Fitzpatrick7* 62/Female Diabetes 2.5 × 2 Digital plethys- Resection, ligation of 
mography feeding vessel(s)/
general
Chairman and Uricchio8 30/Male Aspiration of ganglion 1.5 Resection, anastomosis 
of DP/local
Bogokowsky et al9 57/Male Hypertension, diabetes, 4 × 2; pseudoaneurysm Ultrasound scan, Resection, anastomosis
a case fell onto leg arteriogram of DP/general
22/Female Laceration 2 × 2; pseudoaneurysm Resection, anastomosis 
of DP/general
Lieberman et al10 61/Male Diabetes 2 × 3; pseudoaneurysm Arteriogram Resection, ligation of 
feeding vessel(s)
Wu11* 52/Male ? 3.8 Resection, ligation of 
feeding vessel(s)
Morettini et al12 * 38/Male Hypertension, smoker 3 × 3 Ultrasound scan, Resection, anastomosis
1; pseudoaneurysm CT, arteriogram of DP
Vasudevan et al13 55/Male Cannulation for Duplex scan Ligation of feeding 
arterial catheter vessel(s)
Information missing from the table is not here because it was documented in the reference articles.
*True aneurysm.
Fig 2. A, The DP aneurysm is shown between silk ties. B, The DP aneurysm is shown ex vivo
and bisected.
A B
tion because the arteriogram demonstrated an ade-
quate posterior tibial artery supply to her foot.
Because peripheral aneurysms may be multiple
and/or associated with abdominal aortic
aneurysms, it may be prudent to perform duplex
scans of the abdominal aorta, iliac, femoral, and
popliteal arteries when a true DP artery aneurysm
is encountered. In a patient with a small, asympto-
matic true aneurysm of the DP artery, it would
seem reasonable to follow the patient with a clini-
cal examination and duplex evaluation. Although
cultures were not taken in the current report,
obtaining cultures is helpful to exclude mycotic
cause from the differential diagnosis. The
histopathologic evidence was reviewed with the
pathologist. From the slides available, the diagnosis
appeared to be an aneurysm associated with epithe-
lioid hemangioma. This latter unusual lesion has
been hypothesized to have an infectious cause,
although no causative organism has been identi-
fied. The intravascular form of epithelioid heman-
gioma can cause diagnostic difficulties; some physi-
cians believe these hemangiomas to be neoplastic,
but other physicians consider that some are
“undoubtedly reactive” (the authors cite, for exam-
ple, a report of a patient with a popliteal arteriove-
nous fistula).14 It may be that, in this current case,
the epithelioid hemangioma occurred in reaction
to the aneurysm, but this cannot be known for cer-
tain. From the limited data on the four reported
true cases of DP artery aneurysms, it would seem
that the aneurysms are degenerative in nature.
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